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ABSTRACT
Background: Advocates for quality and safety have
called for healthcare that is patient-centred and
decision-making that involves patients.
Objective: The aim of the paper is to explore the
barriers and facilitators to patient-centred care in the
hospital discharge process.
Methods: A qualitative study using purposive sampling
of 192 individual interviews and 26 focus group
interviews was conducted in ﬁve European Union
countries with patients and/or family members,
hospital physicians and nurses, and community general
practitioners and nurses. A modiﬁed Grounded Theory
approach was used to analyse the data.
Results: The barriers and facilitators were classiﬁed into
15 categories from which four themes emerged:
(1) healthcare providers do not sufﬁciently prioritise
discharge consultations with patients and family members
due to time restraints and competing care obligations;
(2) discharge communication varied from instructing
patients and family members to shared decision-making;
(3) patients often feel unprepared for discharge, and
postdischarge care is not tailored to individual patient
needs and preferences; and (4) pressure on available
hospital beds and community resources affect the
discharge process.
Conclusions: Our ﬁndings suggest that involvement of
patients and families in the preparations for discharge is
determined by the extent to which care providers are willing
and able to accommodate patients’ and families’ capabilities,
needs and preferences. Future interventions should be
directed at healthcare providers’ attitudes and their
organisation’s leadership, with a focus on improving
communication among care providers, patients and families,
and between hospital and community care providers.

BACKGROUND
Patient-centredness has been advocated
as a necessary element of high-quality
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healthcare.1–8 The US Institute of Medicine
endorsed patient-centredness in 2001 as one of
six goals for improving healthcare and as a
powerful answer to address deﬁcits in health
systems in responding to patient-speciﬁc
needs, preferences and values.9 Although a
widely accepted deﬁnition of patientcentredness is lacking,5–8 most studies focus on
aspects of understanding and respecting the
patients’ individual values, needs and desires;
involving patients and family members in the
care process, patient education and creation of
shared knowledge; and physical and emotional
comfort and support.10–15 Berwick described
three maxims of patient-centredness: (1) ‘The
needs of the patient come ﬁrst’; (2) ‘Nothing
about me without me’ (ie, transparency and
involvement of patients and family members in
each clinical decision and in the design of the
care process and services); and (3) ‘Every
patient is the only patient’ (ie, a customisation
of care at the level of the individual).16
Patient-centred care is considered to be
especially important during critical episodes
in the care process such as during discharge
from the hospital. The growing emphasis on
shorter hospital stays demands more postdischarge care and creates an important
coordinating and management role for
patients and family members.17 Often,
patients and family members are the only
common thread between hospital and community care services.18 Patients and family
members require skills, information and conﬁdence to ensure continuity in postdischarge
care.18 Patients at discharge are often in a
vulnerable state: they are anxious, have side
effects from medication, and may have
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functional or cognitive impairment.18–20 Discharge can
also be an intense episode in the care process where
patients and family members are not ready to care for
the patient at home, and are confronted with difﬁcult
decisions and changes (eg, ﬁnancially and emotionally)
that impact their home setting and resources.
Patients, despite the recently increased focus on
patient-centredness, often leave the hospital unprepared
for postdischarge demands.21–23 A recent survey of
patients with complex care needs in 11 countries
reported that one in four did not receive instructions for
follow-up nor did they receive clear medication directions.24 Other studies have demonstrated that patients
and family members express anxiety and a sense of abandonment after discharge.25–27 Patient unpreparedness,
anxiety and a misunderstanding of the full ramiﬁcations
of their situation at discharge are believed to increase
hospital readmissions and adverse events in the posthospital setting. This is especially the case for the elderly and
those with chronic conditions who require frequent transitions between hospital and home care.28–31
There is little understanding about the factors that
facilitate or create barriers to patient-centred care at hospital discharge. Identifying the barriers and facilitators
may help in the design of effective solutions for
improving the discharge process. This may improve
patients’/families’ self-care skills (eg, improving medication adherence), mitigate patient anxiety, and reduce
avoidable and costly readmissions.
The aim of this study was to explore the barriers and
facilitators to patient-centred care in the hospital discharge process. We elicited perceptions and experiences
about the discharge process through interviewing

Table 1

patients, family members and care providers (in the
hospital and the community).
METHODS
Study design and settings
We conducted a qualitative study of patient handovers
at hospital discharge in nine hospitals, and their respective primary and community care settings, as part of
the HANDOVER project, which addresses patient handovers at the hospital to primary care interface in ﬁve
European nations.32 The countries involved in the
HANDOVER project (The Netherlands, Spain, Poland,
Italy and Sweden) represent a wide variety and types of
European healthcare and funding systems. Four academic or teaching hospitals and ﬁve regional community hospitals representing all ﬁve nations were selected
to ensure the sample reﬂected a wide variation in hospital type, size and structure. Hospitals varied in size
from 127 to 1042 beds.
Participants
Participants in the study were stakeholders in the discharge process, including patients and family members
(if available), and healthcare providers ( physicians,
nurses) of the recruited patients at the hospital and
community care settings. Patients recruited fulﬁlled
both the general and country-speciﬁc inclusion criteria
(table 1). We used purposive sampling to ensure diversity of patients (ie, age, gender, diagnosis, hospital
setting and wards) and healthcare professionals. The
patients or their proxy, if a patient was unable to

Study population inclusion and exclusion criteria
General inclusion

Country-specific inclusion

The Netherlands: patients admitted to internal medicine, pulmonary
Patients and/or 18-years-old plus any of the
diseases, cardiology or (vascular) surgical wards
following diagnoses: diabetes
family
Spain: patients belonging to cultural minority groups with limited
mellitus, asthma, COPD, chronic
members
health literacy (capacity to read, write and understand healthcare
heart failure and/or prescribed
information)
6+ drugs
Recruited consecutively at the point Poland: patients ≥60 years of age
Italy: patients admitted to emergency ward
of their hospital discharge
Sweden: patients admitted to emergency ward from emergency room.
Discharged to the community
If living at a nursing home, only within a geographically specified area
(ie, home or nursing home)
Internal medicine, pulmonary diseases, cardiology or (vascular) surgical wards
Hospital
physicians and
nurses
Representing the communities to which the patients were discharged
GPs and
community
nurses
Exclusion criteria
Patients referred to other care units within the hospital prior to their discharge home or discharge to another country
COPD, chronic obstructive pulmonary disease; GP, general practitioner.
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participate personally due to his/her illness, were asked
for written consent. Ethics approval was received at each
of the ﬁve study sites. The providers were identiﬁed
based on the patients they cared for and were then
informed about the study and requested to participate.
Development of interview formats
The interview guides for the individual and focus group
interviews were developed during several HANDOVER
Research Consortium meetings.33 The questions for the
individual interviews were pilot-tested and reﬁned in
each country and the results were used to create the
ﬁnal guide. Topics that guided the question development were:
▸ Experiences with recent discharge processes (appreciative/problematic situations and consequences)
▸ Perceptions about the discharge process in general
(ie, experiences, beliefs, norms, assumptions,
methods, tools, barriers, facilitators)
▸ Perceptions about role taking, tasks and responsibilities
▸ Thoughts and suggestions for improving the discharge process.
Data collection
The individual interviews were conducted with patients
recently discharged from the hospital to the community
(ie, nursing home or home) and with their hospital
physician, hospital nurse, general practitioner (GP) and
community nurse involved in the discharge process.
Patients were approached before their discharge from
hospital, and provided with information about the
project, and the interviews were performed 3–4 weeks
after discharge by two local research team members. All
interviewers had experience and/or background in
healthcare as researchers or as healthcare providers.
The focus group interviews were conducted separately
with each stakeholder group, and varied in size from
three to nine participants. The interviews were led by a
trained moderator and one or two observers that completed ﬁeld notes and added question prompts as
needed. At the end of each focus group, the moderator
summarised the discussion and allowed the participants
to reﬂect and comment on the accuracy and validity of
the information.34 All interviews were audio-taped and

transcribed in the native languages according to a standardised format.
Data analysis
The analysis consisted of two parts: the general analysis
at the national level of the interviews and a subanalysis
of the cross national data (ﬁgure 1).
General analysis
The transcribed interviews were analysed using Grounded
Theory, a qualitative research method focused on the
identiﬁcation of concepts that emerge from study interviews or observation.35 Two researchers in each country
independently coded the transcripts to minimise subjectivity. Atlas.ti software V.6.0 (ATLAS.ti Scientiﬁc Software
Development Company, GmbH, Berlin, Germany) was
used to facilitate the coding process. Coding is the interpretative process in which conceptual labels are given to
the data.35 The generated codes were circulated between
researchers in all countries and the list of codes was developed into a shared codebook, during a face-to-face
meeting, conference calls and electronic mail correspondence (available upon request). Agreement about the
meaning of the in English developed codes was achieved
before the analysis stage. Regular conference calls were
held to reﬁne the codebook as codes arose during the analyses and to group the codes that were related to the same
phenomenon into unique categories. Country-speciﬁc
codes were used as needed. The same two researchers
further analysed the data in each country until conceptual
saturation was reached for that country, that is, no new
codes or categories were generated.35
Synthesis of local analysis
Local analyses were used to report on patient-centred
care and the culture36 and to explore the barriers and
facilitators to patient-centred care in the discharge
process. Three researchers (GH, HW and MF) synthesised these ﬁndings.37 The categories and themes identiﬁed across the different settings were veriﬁed with the
researchers from each country and an additional
number of quotes from each country were provided to
illustrate the ﬁndings. Finally, new hypotheses emerged
as a result of the data from the local analyses.34

Figure 1 Procedure: from data collection to the subanalysis.
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RESULTS
Overall, 192 individual interviews and 26 focus group
interviews were analysed regarding patient-centred care
in the discharge process of the ﬁve countries. Individual
interviews were conducted with 46 hospital physicians,
38 hospital nurses, 39 GPs and 16 community nurses. 53
patients and/or family members were interviewed. Of
the patients recruited, 39 could not be interviewed for
various reasons. The individual interviews were evenly
distributed across the countries (table 2) and across age
and gender groups.
The analysis resulted in 15 categories from which four
themes emerged: (I) health provider prioritisation of discharge consultations; (II) decision-making within the discharge
process; (III) care provider anticipation of patient-speciﬁc needs
and preferences; and (IV) organisational factors (table 3).
Theme I: care provider prioritisation of discharge
consultations
There are three categories within this theme: (1) lack of
time; (2) giving priority to delivering medical or nursing
care; and (3) lack of a standard discharge consultation.
Lack of time
The main concern for hospital physicians is delivering
optimal medical care to patients, either for inpatients or
outpatients. Hospital care providers, patients and their
family members considered it important to complete the
discharge consultations with the patient and family
members during the hospitalisation period, and to discuss
patient preferences and follow-up needs. Healthcare providers indicated that a barrier to optimal discharge

Table 2

consultations with patients and family members is a lack of
time, with discharge often delegated to nurses or junior
physicians. The consultations also take place at times that
are convenient for the physicians, and these times often
conﬂict with family member availability, which prevents
them from being sufﬁciently informed.
Giving priority to delivering medical or nursing care
The responsibility to provide medical and nursing care
to many patients and the interruptions by emergency
admissions often leave care providers with insufﬁcient
time to talk with patients before they leave the hospital.
Hospital nurses expressed that discharge consultations
are frequently held in a rush just before patients leave
the hospital, increasing the risk that important patient
follow-up needs are missed or insufﬁciently addressed in
the discharge process and the handover documentation
prepared for community physicians and nurses. Patients
then leave the hospital with incomplete information
about care following the hospitalisation, including
instructions for self-management.
Lack of a standard discharge consultation
Hospital physicians, nurses and GPs, frequently noted that
at times a standard discharge consultation with patients
and family members is not performed at all, especially for
patients on surgical wards. Instead, the discharge information is provided piecemeal and in between other care activities. Consequently, patients, especially the elderly, often
are not aware of the importance of the information provided, unable to remember the information and overwhelmed when they are suddenly told they have to leave
the hospital.

Number of interviews and participants (per country)
Participants (n)

Country

Individual
Interviews (n)

The Netherlands
Spain
Poland
Italy
Sweden
Total number

32
30
65
27
38
192

The Netherlands
Spain
Poland
Italy
Sweden
Total number

Focus group
interviews (n)
5
5
6
5
5
26

Patients/family
members

Hospital
physicians

Hospital
nurses

General
practitioners

Community
nurses/other

8
8
23
5
9
53

8
6
16
7
9
46

8
5
10
6
9
38

8
7
13
5
6
39

–
4
3
4
5
16

7
3
10*
9
8
37

8
8
4
4
6
30

5
6
7
8
6
32

5
9
4
7
6
31

6
7
7
–
6
26

*Two focus group interviews were conducted with patients.
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Table 3

Themes, categories and quotes related to handovers at patient discharge

Theme

Category

Representative quotes

I. Care provider
prioritisation of
discharge
consultations

A lack of time

Hospital physician: …sometimes the discharge instructions do not go well
enough. (…) because the intern is busy again or is called for an emergency.
Meanwhile the patient cannot wait to go home. Well, at a certain moment you
have to let the patient go.
Hospital nurse: There are communication gaps due to the rush everywhere.
Sometimes a patient would like to ask a question, but (…) the physicians are
in the operation room or away all day long.
Hospital physician: Our scope is restricted to pure medical care. (…) We are
not very aware of how patients are discharged.

Giving priority to
delivering medical or
nursing care
Lack of a standard
discharge
consultation

II. Decision-making
within the discharge
process

Involving patients in
decisions regarding
their follow-up

Dealing with
competing interests

III. Care provider
anticipation of
patient-specific
needs and
preferences

Estimating patients’
resources,
capabilities and
skills

Patient emotions
and emotional
support

Patient
preparedness for
discharge

Hospital nurse: There is no specific discharge consultation with the patient.
(…) Nurses talk a lot with patients during the whole day, but there is no
specific moment when one says to the patient: "listen, I organised this and
that".
GP: There are patients that are discharged and start complaining to me that
they did not see the physician for two weeks and suddenly were informed with:
"you can leave tomorrow". And on the next day there was no consult with the
physician on duty. Nothing, but: "you can pack your belongings".
Patient: Three physicians arrived at my bed. My physician, the physician at the
ward, and…then it is like: "your treatment here is over. We found a follow-up
location for you. You can go." Actually, they force you (…) they are a bit
authoritarian.
Community nurse: It is important to be sensitive to patient needs (…). But
there is rush and insensitivity. It would be better if everyone, starting with the
hospital physician, would ask the patient about what is needed.
Hospital physician: I will never keep the patient here against its will. If a patient
does not want to go to a nursing home and even though the family (…) and
nurses say: "he does not take care of himself and he will fall at home" (…) this
person has the right to go home with the possibility to fall. (…) That the
patient’s autonomy.
Hospital nurse: I understand when a patient says: "I will not take these
medicines". (…) But that is his own responsibility. Unfortunately we often see
such patients returning to the hospital and unfortunately this happened in this
case as well, because the patient did not take is blood thinning medicines…
that’s his own choice. (…) It [influence] stops when they leave the hospital
door.
Patient: After the amputation of my toes I was sent home with two sets for
wound care dressing and told to treat this by myself. (…) I got one bleeding
after the other.
Community nurse: In several occasions patients have been discharged without
us being informed about their insulin treatment, resulting in patients not
receiving insulin after discharge. Sometimes it seems that the ward personnel
thinks that these patients can manage everything by themselves and that they
are all well functioning while, in reality, they suffer from dementia.
Relative: It was clear that my mother was frightened to go home. A little more
compassion and understanding would have made it much easier (…) Well,
there was a consultation just before discharge, but it was a real
technical-medical conversation. Not in the sense of "are you looking forward to
go home?"
Patient: It was not possible to ask something because all the time you got the
answer…”no this is not the right moment, later…”.
GP: I often hear from patients that they were overwhelmed by the discharge,
like: "suddenly I have to go home".
Hospital nurse: As soon as we talked about going home we saw that he
panicked and got another asthma attack. We strongly had the feeling this was
correlated with the fear to go home. You often see these patients quickly
return to the hospital. I think: "this patient was not capable to go home" (…)
apparently not with the right preconditions. For example, it would be better to
Continued
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Table 3

Continued

Theme

Category

Quality of
information provided
at discharge to
patients and family
members

Exchange of
patient-specific
information between
hospital and
community care
providers

IV. Organisational
factors

Community care
providers’ role in
monitoring patients
after discharge
Shift work structures
of hospital care
providers

Accessibility of
hospital care
providers to patients

Pressure on
available hospital
beds

Discharges on
weekends

Representative quotes
put those [COPD] patients back on the inhaler. (…) Now it often happens that
patients are using a nebuliser in the morning, are discharged in the midday
and have to continue with their own [different] inhalers at home while we did
not see if they switch easily. And that is why often things go wrong.
Relative: We came back home with all this drugs without the slightest idea of
how long the therapy was supposed to last.
GP: The hospital does not understand that information to the patient should be
restricted to one page. I see patients arriving here with a complete set of
brochures. (…) That is no information. (…) It only confuses or scares them.
You should explain the few essential things.
Patient: So, the cardiologist stood next to me and said all sorts of things in
Latin. (…) I do not speak Latin!
Community nurse: A hospital should inform us about patient discharge in case
when a patient lives alone. These are elderly, sometimes with dementia. The
doctor tells him things in the hospital, but the patient has already forgotten half
of that when he gets home.
Hospital physician: We sometimes give information to the community nurse
too late, really close to discharge and the community nurse does not have the
time to organise the handover.
Community nurse: We see patients leaving the hospital with the medical report
and they can have four ulcers…and not a soul knows about that! Until you visit
them at home. That is very heavy.
Patient: To be honest I did not receive any calls from my GP and I would have
appreciated it.

Hospital physician: The lack of consultations with patients and family at
discharge has to do with work schedules of the attending physicians at the
ward. (…) We have evening shifts, night shifts, weekend shifts. (…) The
physician who takes over also needs time to get to know the patient. (…) This
means that the information exchanged is not sufficient, because you do not
know the patient well.
Patient: You constantly see new physicians (…) it makes you crazy, because
at a certain moment you do not know who you need.
GP: I think a patient should have better access to the physician who still treats
that patient. I mean, when this patient is recently discharged and still has a
question related to his hospitalisation I think it is odd that it he is advised to
contact the GP. At the outpatient clinic they say: "no, you cannot speak to the
physician".
Hospital nurse: Sometimes you feel that the hospital physicians have made a
decision about discharge, and then you feel that it is actually a little bit too
early, actually. But you don’t have that much of a choice since the pressure is
high.
Hospital nurse: If a physician needs a hospital bed during the weekend, he or
she will discharge the patient without any notification.
Patient: At Friday they told me that I could go home the next day. But the
offices are closed on Saturdays and they could not give me all the proper
discharge information and equipment. (…) That was not pleasant. (…) So I did
the medication and all other things on my own.

GP, general practitioner.

Theme II: decision-making within the discharge process
Two categories emerged under this theme: (1) involving
patients in decisions regarding their follow-up and
(2) dealing with competing interests.
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Comments on the involvement of patients in discharge
handover decisions and decisions concerning follow-up
varied widely. Some patients expressed that they had a
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voice in the choice of a nursing home or rehabilitation
centre, whereas others felt they were ignored and only
asked to follow their physicians’ and nurses’ instructions.
Patients experienced the decision about the timing of
the discharge in varied ways. Several patients expressed
that when they expressed that they did not feel ready to
go home, they were allowed to stay in the hospital.
Others felt they did not have any say in this matter or
their requests were ignored. Patients and GPs mentioned
instances of sudden and abrupt discharge that overwhelmed patients.
Dealing with competing interests
Physicians and nurses reported they face situations where
patient preferences (eg, remaining in the hospital, not
wanting to go to a nursing home) are in conﬂict with their
medical, nursing needs or the administrative pressure of
vacating hospital beds for other patients. Hospital physicians and nurses indicated that these problems may result
in avoidable readmissions.
Theme III: care provider anticipation of patient-speciﬁc
needs and preferences
Six categories emerged around this theme: (1) estimating patients’ resources, capabilities and skills; (2) patient
emotions and emotional support; (3) patient readiness
for discharge; (4) quality of information provided at discharge to patients and family members; (5) exchange
of patient-speciﬁc information between hospital and
community care providers; and (6) community care providers’ role in monitoring patients after discharge.
Estimating patients’ resources, capabilities and skills
Patients and community care providers commented that
patient-speciﬁc resources, self-management capabilities
and skills are often overestimated or not critically assessed.
As a result, patients may be discharged without sufﬁcient
medications or other supplies, or without detailed instructions to the patient or carers for how to perform simple
procedures such as changing a wound dressing.
Patient emotions and emotional support
Hospital nurses in particular recognised the need for
emotional support for patients at discharge. In contrast,
patients and family members mentioned that there was
little awareness of the patient’s emotional status and
needs by care providers, who rarely demonstrated compassion, efforts to listen to the patient, and to reassure
patients and families about their concerns. Patients
and family members perceived this as a small timeinvestment from care providers and commented that
hospital physicians and nurses appeared to focus
BMJ Qual Saf 2012;21:i39–i49. doi:10.1136/bmjqs-2012-001165

primarily on medical or nursing needs. Care providers
commented on lack of time and normal care routines as
barriers to more effectively addressing the emotional
needs of patients and family members.
Patient preparedness for discharge
Care providers commented on the value of preparing
patients for discharge, particularly those who need to
perform more complex or technical care at home, and
that more attention should be paid to encouraging
patients to effectively perform monitored self-care activities in the hospital before discharge. However, patients
and GPs also mentioned examples of sudden and
abrupt discharge that overwhelmed patients. On the
other hand, healthcare providers mentioned situations
where they tried to prepare patients for discharge by
informing them early in the day or hospitalisation about
the expected discharge date or, if possible, by prolonging the hospital stay.
Quality of information provided to patients and family
members
Hospital and community nurses, GPs and patients indicated that patients often receive insufﬁcient instructions
concerning their follow-up. For example, a patient
who was required to inject a medication at home noted
that no instructions or demonstration of how to inject
the medication had been given before discharge.
Information provided at discharge is often perceived to
be unclear or it is given too fast with no time for questions or clariﬁcations. Patients reported that healthcare
professionals often used medical-technical jargon they
were unable to understand, and community care providers reported that patients received an overload of nonprioritised written and verbal information at discharge,
which lead to confusion and prevented patients from
remembering key aspects of their follow-up care.
Hospital nurses described various approaches to
improve clarity of information and to ensure patients
understood the most important aspects relevant to
follow-up, including involving family members in discharge process, demonstrating and monitoring self-care
activities, checking if patients understood the information and highlighting the important information in a
discharge letter.
Exchange of patient-speciﬁc information between hospital
and community care providers
Community care providers noted that the timely
exchange of patient-speciﬁc information is important
and supports anticipating patient preferences and needs
at discharge. Descriptions of patients’ social and emotional status (ie, living alone, dementia symptoms,
i45

BMJ Qual Saf: first published as 10.1136/bmjqs-2012-001165 on 1 November 2012. Downloaded from http://qualitysafety.bmj.com/ on October 14, 2019 by guest. Protected by copyright.

Original research

depression, agitation) were reported to be important in
addressing speciﬁc follow-up care needs. Several community care providers noted that this type of key information often is not present or deﬁcient.

Community care providers’ role in monitoring patients after
discharge
Finally, patients and GPs believe it is important that community care providers check with patients whether there
are unresolved issues to be dealt with. Patients indicated
that this frequently does not happen and GPs concurred. GPs admitted this likely has to do with a lack of
time and resources.

Theme IV: organisational factors
Four categories related to this theme: (1) shift work
structures of the hospital care providers; (2) accessibility
of hospital care providers to patients; (3) pressure on
available hospital beds; and (4) discharges on weekends.

Shift work structures of hospital care providers
Hospital care providers indicated that the lack of discharge consultations with patients and family members
relates to the structure of hospital physicians’ and
nurses’ work shifts. Patient discharge is often performed
by physicians and nurses who do not have an ongoing
relationship with the patient or family. Care providers
and patients described patients being discharged by care
providers who just started their shift or rotation and
were not acquainted with the patient’s history, needs for
community services or preferences. The involvement of
multiple personnel sometimes also causes confusion at
discharge as patients received contradicting information
from different members of the healthcare team.

Accessibility of hospital care providers to patients
Hospital nurses, patients and GPs mentioned difﬁculties
in identifying and contacting the physician or nurse who
treated them in the hospital. Patients are often advised
to contact their GP, while GPs are not always up-to-date
with the treatment that was provided and the follow-up
that was advised during the hospitalisation.

Pressure on available hospital beds
One factor reported by hospital care providers in
pushing for early discharges was ﬁnancial drivers and
the lack of available hospital beds that requires patients
to be discharged, even when the patients may not be
ready to go home.
i46

Discharges on weekends
A particular problem involved patients discharged just
before or during the weekend. Although hospital care
providers expressed these discharge situations require
speciﬁc attention, patients and their GPs experienced
problems with receiving immediate home care, equipment and medication during out of ofﬁce and weekend
hours. Moreover, the window of opportunity to arrange
the necessary community care is small as discharge planning is decided or conveyed very late during the
patient’s hospitalisation.

DISCUSSION
To our knowledge, this is the ﬁrst study that investigated
patient-centred practice at hospital discharge based on
the perceptions and experiences of patients, family
members and care providers in the hospital and community. Patients, family members and care providers report
various factors that facilitate or present barriers to
patient-centred care in the hospital discharge process.
Four themes emerged from this study: care provider prioritisation of discharge consultations; decision-making
within the discharge process; care provider anticipation
of patient-speciﬁc needs and preferences; and the role
of organisational factors.
Our ﬁndings indicate that to a considerable extent
patient-centred care is inﬂuenced by the behaviours of
the health professionals and by organisational aspects
beyond the direct inﬂuence of these professionals (ie,
organisational factors). Our results suggest that both
domains are intertwined. In the context of the three
maxims of patient-centredness,16 our ﬁndings indicate
that in the discharge process the needs of the patient do
not often come ﬁrst. Discharge planning occurs hurriedly just before the patient leaves the hospital, and a
standard discharge consultation with the patient appears
to be largely lacking. Interviews suggest this occurs due
to a lack of time and the prioritisation by healthcare providers on providing urgent medical or nursing care to
the patient or more likely to other patients.
Second, decisions about the patient are not always made
with the patient. Decisions concerning discharge date and
follow-up are made by healthcare providers without input
of the patient or carers, often due to a lack of time and the
pressure on available beds and available resources in the
hospital and community. This likely is another important
area for improvement, as studies demonstrate that the
quality and safety of care and patient satisfaction increases,
and healthcare costs decrease, when providers, patients
and family members work in partnership.38–41
Third, many patients are discharged without speciﬁc
information, instructions and without postdischarge care
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being tailored to their individual preferences and needs.
This is due to an over or lack of estimation of the patient’s
capabilities, their degree of informal support and emotional needs. As a result, patients leave the hospital uninformed about the details of their posthospital care, and
may feel unprepared and anxious. The patient’s
preparedness for discharge involves more than physical
function readiness42 and should include also emotional,
cognitive and psychosocial readiness,43 44 as well as the
readiness of family members who will be caregivers. Many
of the care providers recognise the importance of these
aspects, but are often frustrated by their inability to discharge patients at the optimal moment, due to hospital
bed availability for new patients and the limited availability of community care resources. Healthcare providers
need to deal with conﬂicting pressures.45
Care providers informing patients about discharge
repeatedly and in multiple-steps, providing information
to patients about the expected discharge date early in the
hospitalisation, and checking if patients understood the
information were perceived as important facilitators to
patient-centred care in the discharge process. Finally,
patient and healthcare provider experiences demonstrate
that it is essential that the GP and community nurses are
informed well before the actual discharge date about the
patient’s hospitalisation history, home setting, emotional
needs and eventual discharge plan. This will help ensure
continuity of care with community care providers able to
provide postdischarge care that helps to reduce the likelihood of unnecessary hospital readmissions.
Our study has several limitations. Patient-centred care
was analysed and compared between the ﬁve countries
that have their own distinct healthcare delivery and
funding systems. These systems have unique legislative and
organisational characteristics, and perform within different constraints while serving different patient populations.
Not all ﬁndings were found across all ﬁve study sites. For
example, we did not ﬁnd comments on patient involvement in decision-making in the data from Spain. Spanish
patients participating in the study were members of ethnic
minority groups with low health literacy, which may contribute to differences in the desire for involvement.
Second, the interviews were transcribed in the native
languages of the ﬁve countries, which may have
increased the chances of errors and variations in the
interpretation of the data.46 All efforts were made to
ensure the methodological rigour and validity of the
translations from English to the native languages as well
as back to English across the study sites by using a standardised code book, meeting frequently, sharing and
comparing our results, and by performing a pilot analysis. Finally, local inﬂuences on the quality of patientcentred care may be underappreciated and our ﬁndings
may not be generalisable to other healthcare systems.
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Future interventions at enhancing patient preparedness for discharge should be directed both at the level of
the care provider’s attitudes and at their organisational
level, with a focus on improving the interactions among
care providers, patients and family members, as well as to
improving the interactions between hospital and community care providers. One intervention to be tested is a
standard discharge handover protocol to offer patients
and healthcare professionals a well thought out approach
to these handovers. Additional promising interventions
consistent with our ﬁndings include: educating and training care providers on aspects of patient-centred care,47 48
and a formalised face-to-face discharge consultation, in
an interruption-free location, for patients who are about
to be discharged. The patients should be assessed for
their level of understanding and to repeat or elaborate
information.49–51 Speciﬁc tools to facilitate the information exchange to patients and family members might
include the use of pictures, video and storyboards.52 53
Electronic notiﬁcations can be used to communicate the
patient’s medical and psychosocial information, in time,
to community care providers.54 55 These initiatives can
improve patient preparedness, reliability of patient care
and greatly enhance the value of healthcare.56 57
CONCLUSIONS
This study considerably improves our understanding of
barriers and facilitators that can help or compromise
patient preparedness for the discharge process. The use of
individual and focus group interviews provided valuable
insights into attitudinal and external aspects that inﬂuence
patient-centred care during the discharge process.
Overlooking these facilitators and barriers can often
undermine the success of clinical interventions that have
been used to address handover inefﬁciencies.58 59
Patient-centred discharge care processes should address
two types of interactions: interactions among the care provider, patient and their family members, and the interactions between the hospital and community care providers.
We hypothesise that the quality of these interactions is
determined by the extent to which care providers, driven
by their attitudes and their organisation of care, are willing
and able to accommodate patient-speciﬁc needs and
preferences.
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